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The overall objective of this study is to determine the difference
between two groups of adolescents who received treatment at the HCA
Parkway Comprehensive Adolescent Center, in terms of number of aftercare
groups attended and level of deviant behavior and depression. A causal
comparative research design was employed in this study of 30 former
adolescent patients who returned the mailed questionnaire. Of the
respondents, 13 had attended 10 or more aftercare groups, while 17 had
attended less than 10 groups.
Analysis of the data relied mainly on the use of a two tailed T-
test. No significant difference was found between the two groups in
terms of deviant behavior or depression. The lack of significant
difference was tentatively associated with the small rate of response and
the lack of representation by some segments of the population. There is
a discussion of certain variables like family problems, in which a
difference between groups was observed.
ACKNOWLEDGEMENTS
In the course of writing my thesis I received invaluable help from
many people. I would particularly like to acknowledge the following:
Dr. Amos Ajo, my thesis advisor, for his encouragement. Dr. Myra
Burnette, for her statistical expertise, and Professor Mary Ashong, who
always guided me along the right path. I would also like to thank Stuart
Hanzman, my practicum supervisor at HCA Parkway, who gave me the initial
idea for the thesis and smoothed the way for me at the hospital. I owe a
great debt of gratitude to the Christ the Saviour Brotherhood, without
whose spiritual and financial support I would not have been able to
finish school. Special thanks to Anne Carroll and Gail Cramer for their
helpful advice and fine typing skill. Finally I am espeically
appreciative of the patience and understanding of my wife, Angela, and my
three children, for all they have endured with me.
ii
TABLE OF CONTENTS
Page
ACKNOWLEDGEMENTS ii
TABLE OF CONTENTS iii
LIST OF TABLES iv
ChapterI.INTRODUCTION 1
Historical Overview
Statement of the Problem
Significance of the Study/Purpose of the StudyII.REVIEW OF THE LITERATURE 7
Similar and Related Studies
Adolescent Treatment Modalities
Role of Family in Adolescent Treatment
Overview of Major Theoretical Orientations
Adolescent Substance Abuse
Adolescent Depression
Statement of HypothesesIII.METHODOLOGY 31
Research Design
Research Setting
Sampling
Data Collection
Data AnalysisIV.PRESENTATION OF RESULTS 36V.SUMMARY AND CONCLUSIONS 44
Limitations of the Study
Suggested Research DirectionsVI.IMPLICATIONS OF THE STUDY FOR SOCIAL WORK PRACTICE 54
Recommendations
REFERENCES 58
APPENDIX 62
iii
LIST OF TABLES
Table Page
1 FREQUENCY AND PERCENTAGE OF RESPONSES TO DEMOGRAPHIC SCALE ... 37
2 CHI-SQUARE ANALYSIS FOR THE VARIABLE, FAMILY PROBLEMS 38
3 COMPARISON BY MEAN AND STANDARD DEVIATION OF RESPONSES
TO DEVIANT BEHAVIOR SCALE 39
4 COMPARISON BY MEAN AND STANDARD DEVIATION OF RESPONSES
TO GENERALIZED CONTENTMENT SCALE 40
5 ANALYSIS OF VARIANCE FOR THE VARIABLE, SUICIDAL IDEATION 41
6 T-TEST ANALYSIS OF THE DEVIANT BEHAVIOR SCALE 42
7 T-TEST ANALYSIS OF THE GENERAL CONTENTMENT SCALE 43
1
CHAPTER I - INTRODUCTION
A. Historical Overview
The Comprehensive Adolescent Center (CAC) is a private, for-profit,
residential treatment facility, housed in a general medical hospital in
Lithia Springs, Georgia. The CAC is typical of the kind of private
adolescent treatment programs which have proliferated across the country
in the last twenty years or so. As a rule this type of program treats
adolescents for substance abuse, depression, family problems and various
other emotional and behavioral disorders.
Hospitalization of the adolescent is usually precipitated by one or
more life threatening actions, such as suicide attempt, drug abuse,
running away, or violence of some sort. Unlike traditional psychiatric
hospitals, the majority of admissions are not adolescents with severe
illnesses or chronic problems. The CAC, for example, does not accept
patients with serious psychotic sjrmptoms, severe mental deficiencies, or
a history of physical violence.
In many cases, treatment centers such as the Parkway CAC have taken
over the rehabilitative function once performed by juvenile detention
centers and reform schools. In the case of juvenile substance abusers,
this represents a widespread acceptance of the disease concept of
chemical dependency (Gutstein et al., 1988).
It is not uncommon for juvenile courts to assign first or second
time adolescent offenders to treatment centers as an alternative to more
punitive correctional institutions. This appears to be especially true
in cases involving white middle class teenagers (Westendorp et al.,
1986). Psychiatric treatment is frequently mandated for juvenile
offenses other than or associated with substance abuse such as vandalism.
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battery, sexual acting out, and chronic truancy. The belief is that
rehabilitation is more likely to occur in treatment than in detention.
Most adolescent admissions to private treatment centers are not
court ordered. The 1979 Supreme Court ruling, Parham vs. J.R., upheld
the right of parents to decide what is in the best interest of their
child as far as psychiatric treatment. A parent with a doctor’s approval
may admit his/her child to a hospital for any number of negative
behaviors which do not in themselves constitute actual psychiatric
disorders. There is considerable controversy over using hospitalization
in this way (Appelbaum, 1989). The relative ease with which an
adolescent can be admitted for treatment is one of the factors
contributing to the massive growth in adolescent inpatient treatment.
Perhaps the most critical factor leading to the opening of so many
private adolescent treatment centers, has been the inclusion of mental
health benefits in most people's insurance policies. Psychiatric
treatment in a private hospital is typically very expensive. Mental
health insurance has made it possible for people of average means to take
advantage of high quality psychiatric services. The effect of this has
been dramatic. The number of for-profit psychiatric hospitals increased
by 66% from 1968 to 1975. Adolescent admissions rose correspondingly
during the same period from 36,000 to 56,000. This phenomenon peaked in
1979, and admissions have slightly declined since (Dalton and Forman,
1985).
The combination of rapidly escalating medical costs and increasing
demand for services has led to somewhat of a reaction by insurance
providers, who are cutting back on benefits and imposing more stringent
requirements. With this is a growing demand made upon psychiatric
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programs to account for all services provided and to demonstrate
objective improvements in patients. With increasing competition for a
decreasing pool of eligible patients, it has become essential that
programs begin to assess the efficacy of their programs. Up until this
time very little has been done in terms of evaluating adolescent
treatment programs. The purpose of this paper is to begin to address the
need for program assessment in adolescent treatment.
B. Statement of the Problem
Despite the lack of folloxv-up research, it is generally acknowledged
that most patients are doing "better" at the point of discharge from
treatment (Ito et al., 1987). However it is not just the nature of
changes made in treatment that determines a program's effectiveness, but
the duration of those changes over time.
Generally speaking when an adolescent patient is discharged from the
CAC, he or she has been drug-free and medically stable for at least
several weeks. School grades have been brought up to passing levels
through remediation, and the patient and his family have had several
sessions together and listened to each other's concerns. Before leaving
the program, it must be determined that the patient is no longer severely
depressed or actively suicidal. In most cases it can truthfully be
stated that the patient who is discharged from the CAC is in a better
state than when he arrived. Given the fact that patients leave the
program on a somewhat equal footing, the question arises as to why some
patients maintain their treatment gains while others do not.
Researchers often cite good aftercare as an important component in
ultimate treatment outcome. The Joint Commission on Mental Illness and
Health (1961) states that following:
Many ex-patients appear to need some form of
continuing help even though they no longer require
hospitalization. The general purpose of aftercare
programs is the prevention of relapse and
rehospitalization. Accordingly, these programs aim
minimally at maintaining the level of recovery reached
at the point of discharge and hopefully at fostering
further improvement. Many of them are directed at
reducing the ex-patient's vulnerability to stress and
providing immediate help in crises so as to prevent
the recurrence of severe symptoms (p. 179).
Aftercare has been conceptualized as "those therapeutic activities
that aim to maintain gains achieved in an earlier phase of treatment, as
opposed to procedures which promote new treatment goals (Ito et al.,
1987).
Despite the recognized importance of aftercare, few studies have
been done. This is especially true in the literature on adolescent
treatment. This may reflect an actual lack of attention to aftercare in
these programs. Aftercare treatment is cheaper and less invasive than
rehospitalization, and has the advantage of keeping the adolescent in his
community. For these and other reasons alone it is important to research
the question: what effect does aftercare attendance have on maintenance
of treatment gains?
C. Significance/Purpose of the Study
For three years, from August 1985 to August 1988, I worked as a
psychiatric assistant at HCA Parkway Medical Center's Comprehensive
Adolescent Center. Concurrent with this I did a seven-month social work
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internship which involved working with former patients and their families
in the aftercare program. When I expressed some interest in doing
research, my supervisor suggested that I make a study of the aftercare
program. I presented a research project which was acccepted and which I
have since expanded into this thesis.
Aftercare is considered an important part of the CAC program.
Before discharge each patient is required to work out an aftercare plan
with his counselor and in conjunction with his parents. This plan will
reflect those issues he has worked on during this hospitalization. The
plan might include outpatient sessions with a therapist, ongoing family
counseling, or in the case of substance abusers, attendance at Alcoholics
Anonymous or Narcotics Anonymous. Every patient's plan includes
attendance at the weekly aftercare group help at the hospital on
Wednesday nights.
The aftercare group puts emphasis on the reinforcement of coping
skills and the therapeutic tools which the adolescent has developed in
the CAC. The group provides a safe, familiar and supportive environment
for patients in their transition from the confinement of the hospital,
back to their former environments. Group members are encouraged to use
the group to process feelings and concerns which they may be having with
family, school, peers, or substance abuse issues. The aftercare program
also provides some continuity of treatment for those patients who could
not finish the regular program because of insurance limitations or other
reasons. All patients may attend the group for up to one year free of
charge. Ten sessions is the recommended minimum attendance.
The aftercare program is a potential selling point for the hospital
since most other programs fail to provide a similar service to former
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patients. There has been a tacit assumption by CAC staff members that
those patients who regularly attend the aftercare group are generally
doing better in terms of maintaining treatment gains than those who do
not attend. While this assumption is somewhat borne out by casual
observation, it has in no way been scientifically tested. No formal
study has been done until now of the relationship between attendance at
aftercare group and the decrease or absence of those symptoms or
behaviors for which the patient was originally placed in treatment.
The questionnaire which I have developed represents the first such
attempt by the CAC at self-evaluation. Hopefully this will inspire
similar studies of other aspects of the program. I feel that program
evaluation will become increasingly important, and that social workers
are well suited for this since research and evaluation are now an
important part of their training. Adolescent treatment would seem to be
a good area of research because it encompasses a variety of legal,
ethical, clinical and social questions which are basically under¬
researched. I felt that aftercare was a good area for me to research
because of my experience in both inpatient treatment and aftercare.
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CHAPTER II - LITERATURE REVIEW
A. Similar and Related Studies
Most of the available literature on aftercare deals with treatment
of adult alcoholics and drug abusers. Studies of adult treatment outcome
indicate generally good improvement in terms of abstinence as well as
employment and psychiatric status (Friedman and Glickman, 1986).
However, Longabough and Lewis (1988) caution that almost everyone
completing treatment appears to be doing very well at the time of
discharge, but that this initial improvement may not last. They
therefore recommend a series of post-treatment evaluations over time to
get a more realistic picture of a patient’s recovery.
Three months after treatment is considered to be the first critical
point for evaluation, since 50% to 75% of those who will eventually
relapse will do so during this period (Gilbert, 1987). Other studies
indicate an average 65% relapse rate in the six months following
inpatient treatment (Ito et al., 1987). Intense involvement in aftercare
is seen as critical by Krouse and Schneider (1987) in this vulnerable
first six months following treatment.
The general intent of aftercare services is to ease the transition
between hospital and home, and to provide continuity of care beyond the
inpatient phase of treatment. The type of aftercare provided varies from
program to program, but most aftercare plans include follow-up
appointments with a counselor or therapist, and attendance at Alcoholics
Anonymous or similar support groups.
One of the most important functions of aftercare is the early
detection of, and intervention into, the relapse process. The goal of
relapse prevention is "to provide the individual with the skills to
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anticipate, avoid and/or cope with high risk situations" (Ito et al.,
1987). Decision making, problem solving, cognitive restructuring and
coping skills are recommended by Brownell et al. (1986) as important
components of relapse prevention training. Also suggested for the
maintenance of recovery are training in self monitoring, making lifestyle
changes, and seeking positive social support (McClellan, 1985).
A cross-sectional study of the characteristics of successful
outpatient drug treatment programs (Friedman and Glickman, 1987)
indicates a difference in variables between adult and adolescent
programs. In general the research showed that the method of therapy
utilized is of less importance to successful treatment of teenage
substance abuse. Components of the program such as remedial education,
vocational training, and sex education appeared to be more critical to
successful outcome with adolescents than therapeutic technique.
Gilbert (1987) observes that patients who complete a full year of
aftercare maintain positive improvements in drinking related variables.
Individuals who attend regularly at aftercare have shown improvements in
social functioning and employment dependability as well as abstinence.
While the patient may have some "slips," his continuing involvement with
aftercare keeps the slips from developing into a full blown relapse. For
this reason Gilbert (1987) recommends very aggressive follow-up to keep
patients coming to aftercare, including phone calls and home visits.
Krouse and Schneider (1987) are proponents of individually tailored
aftercare programs based on the patients' psychosocial variables. For
example, among some populations they found a lack of significant
correlation between attendance at A.A. meetings and continued sobriety.
On the other hand, they often found a strong relationship between levels
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of depression and relapse, with continuous recovery associated with low
depression for many patients. The aftercare plan for this type of
individual v/ould tend to center on management of depression. Similar
findings by McClellan (1985) conclude that the history of a patient’s
psychiatric, employment and legal problems is more useful for treatment
planning than a detailed record of his substance abuse. A program that
targets elimination of substance abuse without addressing ancillary
problems leaves the recovering person at significant risk for relapse.
It is not completely clear from the studies done so far, whether
attendance at aftercare actually improves treatment outcome. It is
possible that those who had a good treatment outcome are the ones most
likely to attend aftercare. More rigorous studies may be required in the
future to determine this.
The results from adult psychiatric and substance abuse treatment
outcome studies, while encouraging, cannot necessarily be generalized to
adolescents. A study by Gasset and Boilles (1973) showed a definite
correlation between treatment outcome and whether treatment took place in
a separate, specialized adolescent program. The adolescents who received
conventional treatment in an adult unit did not have nearly as good an
outcome as those treated in an adolescent program. The unique
developmental tasks which the adolescent must negotiate (Baumrind and
Moselle, 1985) necessitate specialized programs that address the
adolescent’s mental and emotional state. While adolescent treatment
programs have been proliferating, little research has been done on their
effectiveness. Beshman and Friedman (1985) call for "well conceived and
rigorously designed studies to determine 1) the efficacy of available
treatment options, 2) which adolescents profit from particular
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treatments, and 3) those aspects of treatment which bring about the
desired change (p. 137).
Because there is no existing corps of researchers of adolescent
treatment, John Looney (1985) challenges clinical psychologists, social
workers and others directly involved in the field to put forth the
necessary research effort.
Treatment outcome research has seemed beyond the means of most
institutions since it tends to be expensive, complex, and difficult to
carry out to successful completion. However, as Bole, Carrera and
Brown (1977) point out, post treatment evaluation can be done without
great outlays of cash if a program utilizes its own staff members and
other existing resources to do the study. Longabough et al. (1988) has
some objection to these single site naturalistic studies, as he calls
them. He says they are often unscientific, lacking a standard for
effective comparison such as a non-treated control group. The other
major objection is the danger of interview bias, since the staff have
often been intimately associated with the patient. Bole, Carrera and
Brown (1977) admit to the danger of interview bias, since the former
patient may desire to "please" a staff member he has been close to with
the "right" answer. However, they see the built-up trust and confidence
of the patients toward the staff as very useful in getting a good
response. As a general rule, the author suggests that if the purpose of
a study is to gather feedback for Improving the program, the follow-up
should be done by those directly involved in the program. Staff members
should not do the follow-up when the program is being compared to other
programs.
According to Longabough et al. (1988), because each researcher
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employs different procedures and practices in conducting a single site
study, it is impossible to meaningfully compare results done in different
program settings. However, for the purpose of "in-house" evaluations and
quality assurance studies, whose purpose is to improve and refine the
program, single site studies are both useful and necessary.
There have been a number of effective studies of adolescent programs
done in the last several years. In a very extensive study of an
adolescent psychiatric clinic in London, T. H. Turner et al. (1987)
examined the relationship between diagnosis, age on admission, length of
stay, family dysfunction, and past treatment placement. This study was
done partly in answer to criticism of adolescent units. Some critics had
suggested that adolescents were often hospitalized inappropriately to
alleviate parental stress or societal problems. It had also been
contended that adolescent admission was not a treatment in itself, but a
passport to further institutionalization. The authors are able to show
that their program's policy of requiring several family consultations and
several weeks of outpatient treatment before consideration for admission,
prevents the majority of inappropriate hospitalizations. The study also
shows that despite the serious conditions of those who are admitted, 51%
of these patients are able to return home after treatment.
An analysis of the effect of milieu treatment on adolescents in a
Detroit psychiatric facility is presented by Klinge et al. (1986).
Questionnaires were sent to 169 former patients evaluating areas such as
substance abuse, school performance, socialization, and suicidal
ideation. The patients showed improvement in all variables studied. The
most marked progress was shown in academics and school attendance.
Overall grade average had risen to above the B level for most former
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patients. Most of the respondants also reported near abstinence in the
area of substance abuse. The author cautions that the exceptionally good
follow-up findings may have been skewed by interview bias and the
possible low reliability of patient self-report. Fuller (1988) suggests
that collateral evidence, such as parental substantiation or drug
screens, are usually necessary adjuncts to self reports.
Some studies of treatment effectiveness have indicated very good
results but have had a response rate of less than 50%. Loff, Trigg and
Cassels (1985) have indicated that for the sake of scientific accuracy,
an attempt should be made to identify the characteristics of non¬
responders. This can be done by aggressive follow-up or by carefully
going over hospital records of patients who did not return
questionnaires.
B. Adolescent Treatment Modalities
The problems presented by adolescents in treatment are complex,
"involving complicated family situations, multiple drug use patterns,
psychological and socioeconomic factors and the challenge of the
adolescent phase of development" (Beshman and Friedman, 1985, p. 32).
Because adolescent problems appear to be multidimensional, a variety of
clinical approaches is often used in treatment programs. The form
treatment takes may be determined by a number of factors. These include
economics: whether the patient has insurance, or the parents can afford
long-term treatment. There are also clinical considerations: what the
presenting problem is, and how serious the symptoms are. The patient's
safety and that of staff and peers also have to be considered: whether
or not the patient is dangerous or has a history of violence. A further
consideration is the patient's intelligence and development level:
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whether the patient is capable if benefiting from cognitive therapies.
The choice of inpatient residential treatment versus outpatient
treatment is also critical. Barach (1985) presents the notion of
providing the least restrictive treatment possible for each individual as
a widely accepted guideline. Morehouse (1989) generally favors
outpatient treatment as less disruptive for the adolescent but states
that where the following conditions are present, the adolescent should be
referred directly to an inpatient treatment program:
- The presence of a serious emotional problem (for
example suicidal behavior, anorexia, bulemia,
psychosis)
- Physical addiction to drugs or alcohol
- An unsuccessful experience in outpatient treatment
- The absence of family members who support
abstinence and treatment
- The absence of appropriate and affordable
outpatient programs (p. 357)
Opinion is somewhat divided over the efficacy of inpatient versus
outpatient treatment for adolescents. Huberty and Malmquist (1978),
for example, when discussing adolescent chemical dependency, insist that
neither the home nor an outpatient setting can provide the consistent
milieu needed to present adequate confrontation of the patient’s
substance abuse. These authors suggest hospitalization of adolescents in
special units at the first signs of drug or alcohol use. Others (Quinn
et al., 1988; Gutstein et al., 1988) suggest that the adolescent should,
if at all possible, be treated in the environment where most of his/her
life is lived.
14
Although exactly who is a candidate for residential treatment is
debatable, it has long been recognized that certain adolescents simply do
not respond to outpatient treatment, or are too unstable to remain at
large. The first psychiatric units devoted exclusively to the treatment
of adolescents operated within large state hospitals in several states in
the late 1930's. For many years there was an inadequate number of such
facilities, and most adolescents confined to residential treatment were
treated in adult units. In the late 1960’s an unprecedented number of
specialized adolescent units were opened, due in part to the availability
of mental health insurance and the alarming growth of adolescent drug and
alcohol abuse (Dalton and Forman, 1985).
According to Ridenour (1961), a main factor encouraging the
development of residential treatment facilities for adolescents has been
the demonstrated value of milieu therapy. This type of treatment takes
place in a closed environment where a variety of clinical services are
provided. These services might include individual psychotherapy, group
therapy, cognitive training, family therapy, chemotherapy, and other
forms of treatment. Milieu therapy includes a carefully planned daily
regimen of groups and activities. In this "safe" environment with built-
in controls and protections, the adolescent experiences a tolerance for
behavior that would be unacceptable elsewhere.
Friedman, Glickman and Kovach (1986) explain that highly
confrontive methods are often employed in adolescent treatment in an
attempt to break through the patient's defenses and help him release
repressed feelings of rage and frustration. This includes the "hot seat"
technique (Thompson and Dodder, 1987) in which an adolescent is strongly
confronted about his behavior or attitude by a group of his peers.
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According to McGuire (1988), in order to sustain such a tough approach a
treatment setting has to provide sufficient structure, control and
security. The treatment environment must be able to contain the rage and
destructive impulses of the adolescent while he develops more appropriate
responses.
It has been suggested by Perinpanayagam (1987) that control of
behavior is the predominant difficulty in treating adolescents in an
inpatient setting. The author states that institutions which stress
rules and consequences and exert a high level of control over patients
may give the impression of being well run and pleasant, but may in fact
be counterproductive. Both patients and staff usually feel good in this
type setting. The staff have some recourse to respond to patients' bad
behavior, and so they need not internalize resentment against the
patients. The patients have clearly defined expectations, and if they
act out or behave badly they are responded to with an immediate
consequence. The patient feels relief because the "bad" part of himself
is kept under control. Perinpanayagam is concerned that when the
disturbed side of a person is isolated within himself, he may simply
suppressing negative feelings which may violently erupt later in a time
of crisis.
Pond (1987) describes a somewhat extreme but not uncommon form of
behavioral control, that of sedating and secluding non-psychotic patients
for angry or violent outbursts. She states that "this type of medication
produces sedative effects that inhibit the adolescent's processing
ability and impedes the development of adaptive coping skills" (p. 15).
She goes on to say that medicating angry adolescents actually encourages
them in the practice of avoidance and internalization of bad feelings.
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Huberty and Malmquist (1978) see this as a particularly bad practice in
the treatment of teenage substance abusers, since it encourages them to
medicate feelings.
Neville Singh (1987) is a proponent of the ’’no sanctions" treatment
model. In the adolescent unit which he describes there are few specific
rules, and the minimum amount of control necessary to keep patients safe
is applied. He describes the adolescent in inpatient treatment as
working out intrapsychic and interpersonal conflicts in the transition
from childhood dependency, to relatively independent adolescence. For
this reason he says it is important to allow the patients to relate
ambivalently to the staff members with whom these complex relationships
are being worked out. Few adolescent units are actually run this way
because this type of treatment takes a long time and is very demanding on
the staff.
McGuire (1988) describes several psychoanalytical approaches that
are sometimes used in adolescent treatment. These methods developed
concurrently with the rise of residential treatment centers for
adolescents in the 60's and 70's. Because of the time limits of most
programs, these therapies must necessarily focus on one or two
developmental issues such as separation from family figures. These
methods tend to be less passive and more provocative than traditional
psychoanalysis, and deal more with here and now issues. It is difficult
to use psychoanalytic methods in adolescent treatment, as this requires a
high degree of knowledge and experience among the staff and may have
uncertain results.
Some variation of social control or containment theory, or social
learning theory, is usually considered adequate to explain adolescent
17
deviant behavior (Thompson and Dodder, 1986). Containment theory
basically states that everyone has the propensity to commit deviant acts.
The factor which most determines who will actually act out these impulses
and who will conform to societal norms, is the extent to which a person
is prohibited from committing delinquent acts. The two sources of
containment are inner or self control, and outer control imposed by the
immediate social environment.
Many adolescents who enter treatment have difficulty with impulse
control. Often they come from families where structure is weak or
inconsistent (Quinn et al., 1988). Most adolescent treatment centers
provide a highly structured environment with outer controls imposed
firmly and consistently. The adolescent is essentially forced to comply
with the rules by limitations which he cannot manipulate. Conversely
rewards are given for compliance, typically some form of extra
privileges. The theory is that the patient will cognitively grasp the
advantages of compliance and begin to internalize social controls.
Morehouse (1989) voices some concern that because most adolescents
are hospitalized against their will, that most will not be motivated to
make inner changes. While the patient may display outer compliance in
order to get through the program, he may be increasing inner
rebelliousness which he will act out through continuing deviant behavior
such as substance abuse when he returns home.
C. The Role of Family in Adolescent Treatment
Membership in a dysfunctional, chaotic family structure has been
found to be the most universal correlate to substance abuse and
delinquency in adolescence (Czechowicz, 1988). In addition to the usual
tensions involved in emancipating himself from childhood dependency, the
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adolescent in treatment has often become the scapegoat for the whole
family's shortcomings, and they may not easily allow him to relinquish
this role. Huberty and Malmquist (1978) talk about the maladaptations
which a family will make in order to institutionalize the role of a
delinquent or substance abusing adolescent. This family, in order to
maintain its integrity, incorporates the abuser's behavior into the
family structure. A pattern of familiar interaction begins to develop
around the adolescent's drug and alcohol use, and once the family has
adjusted to the user's behavior, it has a major psychological investment
in retaining that member as a drug abuser or delinquent. The situation
is even more complex when one of the parents is also a drug addict or
alcoholic, and has not come to terms with it. The presence of an
addicted adult in the family is also an extremely common correlate of
adolescent substance abuse (Baumrind and Moselle, 1986).
Other complicating factors in working with pathological families of
adolescents in treatment, according to Gutstein et al. (1988), are the
presence or threat of physical or sexual abuse, a stepparent who has not
yet achieved some approiate role definitions in the parenting context,
and acute problems within the parents' marriage.
Until recently studies of adolescent deviancy mostly dealt with
families in the lower socioeconomic structure. More recent studies
(Eskilson et al., 1986) have sought explanation of deviant behavior
among the suburban upper and middle class. It has been speculated by
Levine and Kozak (1979) that flawed parental relationships associated
with affluent environment may be the cause. Parental neglect among the
rich may take the form of insufficient rules and regulations, and
overindulgence in material things.
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Lettieri (1987) draws the following picture taken from several
theorists;
The typical potential addict is brought up in an
environment lacking affection, respect and consistent
rewards and punishments. He develops the following
personality deficiencies: (1) expects to fail in
relationship with others, (b) distrusts other people,
(c) perceives that relationships with others are
manipulative, (d) feels useless, (e) feels depressed,
(f) has negative self concept, (g) has poor sex-role
identification (p. 17).
Realmuto and Erickson (1986) add the following:
Adolescents hospitalized for psychiatric problems have
been subject to their parents' distorted view of them,
and it is known that both the content and style of the
parents' attitudes are important determinants of
impaired ego autonomy (p. 348).
Most adolescents in treatment are still very much dependent on their
families economically and otherwise, and most will return to their former
habitation. For this reason family therapy is an important component of
adolescent treatment programs. Family treatment can be seen as merely an
adjunct to the adolescent's treatment, or as its central focus. Quinn et
al. (1988) consider the family to be the actual unit of treatment. The
adolescent is seen as a part of a sick organism. In order for the
adolescent to get well, the family must engage in some systematic changes
or modifications. Often this requires some redefinition of roles and
hierarchy and an examination of family interactions. For example, in the
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family hierarchy the adolescent may have attained a higher authority than
the parents. If the adolescent is this position becomes uncomfortable in
treatment, he has the power to sabotage the whole effort by refusing to
attend, while the parents feel they have no way to coerce him.
The family therapist must maintain a delicate balance in treatment.
If he is seen by the adolescent as an agent of his parents, the patient
will often become very resistant and uncooperative. If, on the other
hand, the parents feel that the therapist is working for the patient
against them, they may withdraw their child from treatment. It is
important for the therapist to support the parents' efforts to assert
their authority, while at the same time acknowledging the adolescent's
need for autonomy. The family therapist can help the whole family
negotiate the sometimes perilous transition of the adolescent from
childhood to young adulthood.
Gutstein et al. (1988) view the family as not only the unit of
treatment, but the actual vehicle of this treatment. These authors
attribute the large numbers of adolescent admissions to the parents' loss
of a sense of conpetence in carrying out parental functions. Psychiatric
hospitalization appears as the only readily available mechanism to deal
with the parents' sense of insufficiency. To Gutstein et al. the use of
institutions like hospitals to solve family problems indicates a loss of
belief and faith in the helpfulness and power of their kinship systems.
Where traditionally families gathered together to support a member in
times of crisis, family systems are nowadays stressed to the point that
disturbed or disruptive members may be sacrificed or excluded. The
therapeutic community itself often characterizes families as the source
of the pathology rather than as a powerful agent of change and
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reconciliation. The kinds of family crises that once brought strength
and flexibility to a family, are now managed by powerful but artificial
outside helping agencies.
Gutstein et al. (1988) describe a therapeutic program which attempts
to mobilize the adolescents' kinship system in times of crisis. Results
of a study of 75 adolescents treated in this way compare favorably with
results reported on hospitalized adolescents with similar profiles.
Certain indications are given by Bemporad and Wilson (1978) about
family therapy with depressed adolescents. One of the first goals of
family therapy is to take the focus off the acting out adolescent. The
depressed adolescent is particularly inclined to accept the scapegoat
role, whereby he attracts the criticism of the other family members.
Though he may appear outwardly defiant, this constant criticism lowers
his already damaged self-esteem, causing the depressed adolescent to act
out even more. In order to break this cycle, the therapist needs to
shift the focus to the relational problems of the family as a whole.
Morehouse (1989) recommends that the parents avoid venting their
understandable anger, hurt and frustration towards the recovering
adolescent. As the adolescent begins to feel better, he often naively
expects instant forgiveness, understanding and acceptance from parents.
When this is not forthcoming, the adolescent might feel rejected and
unappreciated. Morehouse suggests that parents join parent support
groups, where they may vent their feelings without damaging the fragile
self-esteem of their children.
On the other hand, it is important that both adolescent and parents
clearly voice their own feelings and concerns, and listen to the others.
Expectations and rules should be worked out before the adolescent returns
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home.
D. Overview of Major Theoretical Orientations
Adolescent Substance Abuse
The phenomenal increase in teenage drug and alcohol use in the last
two decades has given rise to a formidable number of theories and models
of adolescent substance abuse. In one article Lettieri (1987) catalogs
43 current theories about adolescent drug and alcohol abuse. He
separates these theoretical models into four broad classifications:
Psychoanalytic theory, Psychological/Personality theory, Sociological/
Psychosocial theory, and Biomedical theory.
The original psychoanalytical theory, stated by Freud in 1913,
conceptualized addiction as a substitute for sexual pleasure. Freud
classifies addiction to drugs and alcohol as a narcissistic disorder.
The addict is depicted as unable to cope with adult responsibilities and
consequently regressing to a more childlike state to deal with his
negative feelings and poor self-esteem.
There is a particular danger in today's society according to
Baumrind and Moselle (1985), that because of the lack of clarity about
social roles, the devaluation of work and procreation as meaningful life
goals, and lack of role models, many adolescents will choose a regressive
identity. Without a clearly delineated, sanctioned way to enter
adulthood, many adolescents may take drugs in an effort to stay "forever
young." These authors are concerned about the possibility of substance
abuse becoming normative for adolescents, thus circumventing their
traditional developmental tasks.
Based on their reading of Erikson, Pioget, and other proponents of
stage specific development, Baumrind and Moselle (1985) have synthesized
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this material into six propositions against early adolescent drug use.
These include the following: 1) there is a developmental lag in social
and work context; 2) reasoning about issues of morality and social
convention remains stereotyped and underdeveloped; 3) drug use obscures
the differentiation between a context of work and a context of play;
4) drugs produce a false consciousness that reinforces childish fantasies
of being exempt from physical and social law, enabling adolescents to
avoid the guilt and anxiety which might motivate them to meet the demands
of the environment; 4) drugs appear to inhibit the limbic system and the
cortical connections, leading to Amotivational Syndrome or "drug
burnout"; 5) drug use generates parent/child conflict characteristic of
earlier stages of development, forcing the parents to be more controlling
and the child more dependent; and 6) drugs cause general developmental
retardation, promoting egocentrism, escapism and reliance on an external
locus of control.
Spotts and Shontz (1987) also focus on the developmental delay
aspect of adolescent substance abuse. Their concern is that the use of
drugs has become a way of postponing "the second individuation process,"
by which a person emancipates himself from infantile dependency on the
parents of childhood. This process involves a major reorganization of
mental life, a change in one's relationships with other people, and a
revision of self-concept. During this often painful and protracted
period, a new set of values and behaviors is created, and a world view
evolves which more closely approximates that of adulthood. These are
powerful tasks, and some adolescents may turn to heavy drug use in order
to arrest the forward flow of life and maintain a static adolescent
state.
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There are a number of theories which emphasize the role of drugs and
alcohol in compensating for personality deficiencies. Czechowicz (1988)
lists low self-esteem, inadequate interpersonal skills, inadequate social
skills, negative peer relationships, and impaired family relationships as
factors which may place young people at high risk for substance abuse.
Mayer (1988) adds hostility, dependency, poor impulse control,
depression, lower achievement value, and a greater tolerance of deviancy
to the list of personality traits of adolescents who abuse drugs and
alcohol,
Spotts and Shontz (1987) have an elaborate theory which links
certain lifestyles with use of specific drugs. For example, they depict
the amphetamine user as one who typically has a strong, highly
manipulative mother and a passive father. The user tries to deny his
feelings of impotence and helplessness by transforming them into
hypermasculinity. A similar study by Hendin and Hass (1985) discusses
the adaptive and defensive function of marijuana use by adolescents.
Marijuana was found through this study to have a variety of functions
for adolescents: as a defiant or provocative act directed against
parents and other authority figures; as a self-destructive act; as a
modifier of disturbing emotions such as anger; as a reinforcer of
fantasies of effortless, grandiose success; and as a help in withdrawing
from conflicts concerning competition and achievement.
There is a set of theories which emphasizes the important role that
the peer culture and drug culture play on the adolescent user. Peer
influence has been found to be the primary factor in the adolescent's
decision to make drug use part of his life (Kandel, 1983). Once the
adolescent has decided to use drugs, parents and parental values become
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very minimal influences on the decision to continue to use, and peer
influence becomes paramount. Drug and alcohol abuse are so common among
adolescents as to be considered almost normative, according to Eskilson
et al. (1986), and the need for peer approval for the maintenance of
self-esteem puts tremendous pressure on adolescents to conform. Non-use
of drugs and alcohol might even be looked upon as a form of social
deviancy among adolescents.
These findings support the tenants of social learning theory which
posit that the use of alcohol and drugs is initiated and maintained
within groups which may act as models for the behavior. Johnson (1988)
combined social learning theory with the principles of behavioral
reinforcement to provide what she sees as an adequate explanation of
teenage substance abuse. In this theory, significant others provide the
environment which acts to socially reward or punish behavior, drug use in
this case. The consequences experienced as a result of the behavior help
determine the probability that use will be continued. The reaction of
others to one's behaviors becomes internalized to then form one's
attitudes regarding the behavior.
Other social correlates of drug and alcohol use or abstinence
include: parental attachment, religious attachment, educational
attachment, and adherence to conventional values (Johnson and Marcus,
1986).
The biomedical or disease concept of addiction is very popular at
present, perhaps because it de-emphasizes the negative moral or
psychological view of substance abuse. Talbot (1986) holds to the
biogenetic theory of addiction. This theory claims that some individuals
have a predisposition for addiction or a greater proclivity to be "at
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risK" for addiction due to genetic characteristics. Some strength has
been given to this theory from the statistically high percentage of
alcoholics and drug addicts with previous family histories of substance
abuse.
Huberty and Malmquist (1978) propose that adolescent chemical
dependency be recognized as a primary disease entity with both a
biomedical and a psychosocial basis. They fault doctors and
psychiatrists for persisting in their view of substance abuse as just one
symptom in a constellation of teenage acting-out behavior. This is
basically the view shared by Alcoholics and Narcotics Anonymous, that
alcoholism/addiction is a recurrent, progressive disease which if left
untreated leads to institutionalization, insanity, or death. The chief
symptom of this disease is denial, which prevents recovery without some
powerful intervention. The disease concept of addiction is difficult for
adolescents to accept, according to Morehouse (1989), because their
fragile ego structure cannot easily tolerate a "diseased" self image.
In concluding his review of substance abuse theories, Lettieri
suggests that different approaches seem to account for different parts of
the drug use cycle. For example, biomedical theories account for why
people continue to take drugs despite negative consequences, psychosocial
theories give a good explanation of imitation of drug use, and
psychological and even political economic elements are essential to an
understanding of cessation of use.
Adolescent Depression
As recently as 25 years ago, depression was not considered a proper
diagnostic category for children or adolescents. Early writers theorized
that young people could not become depressed because of their incomplete
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psychological development (Mitchell et al., 1988). According to classic
psycho-analytic theory, children do not have a sufficiently developed
superego to experience the intrapsychic dynamics involved with the
depressive state.
In the past 15 years, childhood depression has gone from an
unrecognized entity to one of the most studied psychiatric disorders in
child psychiatry. While still considered rare in the general population
of young people, depression has appeared with increasing frequency in
clinical settings (Barrock, 1985). Depression is now the most common
diagnosis in adolescent treatment settings. This trend toward diagnosing
adolescent patients as depressed is at least partly attributable to the
fact that most insurance policies recognize depression as a clinical
entity whose presence is grounds for hospitalization. Alcohol and drug
abuse and minor conduct disorders (most often the presenting problem) are
less likely to be accepted by insurance companies as reasons for
hospitalization. This is not to say that this is just a convenient
fiction to get the adolescent in the hospital. Studies have shown that
users of illicit drugs were significantly more depressed than non-users
(Paton et al., 1977). There is also a proven relationship between
conduct problems and depression in young people (Mitchell et al., 1988).
Studies of incarcerated juvenile delinquents reveal major depression in
much of the population. The definition of depression for adolescents has
been expanded to include: "the depressive-like disorders observed
clinically in children, underlying depression as a masked symptom in
acting out behavior, depression as a symptom of a thought or affective
disorder or a primary affect independent of complex intrapsychic
conflicts" (Carlson and Cantwell, 1984).
In determining a diagnosis of depression the therapist needs to ask
questions about mood, self-esteem, suicidal ideation, and sleeping and
eating patterns. The therapist should always ask the adolescent if he
has ever thought of killing himself or being dead. Suicide has become
the second leading cause of adolescent death, and the risk for its
occurrence needs to be carefully assessed with each patient.
The most common symptom or characteristic behavior of suicidal
persons is depression. According to Stivers (1985), "depressed teenagers
are at higher risk for suicidal behavior than adults, because they tend
to be more action oriented than adults" (p. 292). Indications of
depression might include a drastic deterioration in the youth's
appearance, somatic complaints, inability to concentrate, problems in
judgement and memory, a dramatic shift in the quality of school work, and
a rise in the consumption of alcohol and/or drugs.
Some acting out behavior can be expected in most depressed
adolescents. This might take the form of promiscuity, cheating, theft,
or assault. Malmquist (1975) explains the acting out behavior of
depressed adolescents in the following manner: the adolescent can only
tolerate so much inner conflict, and acting out might be seen as an
externalization of inner conflicts or an attempt to seek resolution
externally. Acting out then functions as a defense against feelings of
hopelessness and despair. The main danger of acting out feelings is that
it can lead to the kind of exhibitionistic, risk-taking behavior—
involving automobiles, drugs or guns—which causes the sort of accidents
that are the number one cause of adolescent death.
Unfortunately many adolescents with depression are never diagnosed
or brought into treatment until they do something drastic. There are a
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number of reasons for tnis. Typically the adolescent who is acting out
draws more attention than one who is quiet and withdrawn. At any rate we
have come to expect a certain level of "moodiness" and depression in
adolescents, and a certain amount is normal. Another difficulty is the
reluctance of the adolescents themselves, particularly the males, to
admit feelings of depression. When the depressed teenager finally comes
to the attention of the parent or school official, it is often because of
a suicidal gesture, sudden loss of interest in former pursuits, outbursts
of tears, or delinquent behavior.
The general goal of therapy with the depressed adolescent is to
change pathological feelings into appropriate feelings (Bemporad and
Wilson, 1978). Feelings of depression are associated with overwhelming
guilt and hopelessness which immobilize the adolescent. The patient must
learn to distinguish feelings of sadness which are growth promoting, from
feelings of depression. Group therapy is very helpful in adolescent
treatment. It is a relief for the teenager to discover that his peers
have similar experiences and feelings. Groups also help the adolescent
develop his own verbal skills so that he can put amorphous feelings into
words.
Compared to other psychiatric disorders, the prognosis for
successful treatment of depression is generally good. "Prognosis is much
improved if the following are evident: commitment to aftercare, planned
discharge, and most importantly for adolescents, a committed family"
(Mitchell et al., 1988, p. 293).
E. Statement of the Hypotheses
Hypothesis 1: Attendance at aftercare groups will make no
difference in the level of deviant behavior among former adolescent
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patients.
Hypothesis 2: Attendance at aftercare groups will make no
difference in the degree of depression among former adolescent patients.
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CHAPTER III - METHODOLOGY
A. Research Design
This study employs a causal comparison type of research design. Two
groups of adolescents who have completed a treatment program at the HCA
Parkway Comprehensive Adolescent Center were compared in terms of their
present level of deviant behavior and self contentment. One group was
made up of former patients who have followed up treatment by attending at
least 10 aftercare groups. The other group was made up of those former
patients who have not attended aftercare, or have attended less than 10
groups.
A questionnaire was mailed to each of the 160 adolescents who had
been discharged from the program between November 1, 1987 and May 1,
1989. It was decided that using this 18-month time span would provide a
large enough response to obtain a reasonably large sample. It was
concluded that contacting patients who were discharged before this time
would be nonproductive, as intervening history and maturity would make it
difficult to distinguish treatment effects. This is especially true for
a group in this rapidly changing developmental period.
Each former patient was mailed a questionnaire with an enclosed
self-addressed, postage paid envelope. A cover letter was included,
briefly stating the purpose of the study, stressing the importance of the
study to improve services to other adolescents, and assuring the
anonymity and confidentiality of the study.
B. Research Setting
HCA Parkway Medical Center is a private hospital in Lithia Springs,
a suburb 20 miles west of Atlanta, Georgia. HCA Parkway offers a wide
array of inpatient and outpatient services including the Comprehensive
32
Adolescent Center, which is housed on the entire ninth floor of the
hospital. The CAC is a 24-bed residential treatment center for
adolescents between the ages of 12 and 18, Patients are admitted for
substance abuse, depression, suicide attempts, antisocial behavior, and
other adolescent psychiatric and behavioral problems.
The treatment program includes individual sessions with a
psychiatrist, family therapy, daily therapy groups, simulated Alcoholics
Anonymous and Narcotics Anonymous groups, and a four hour per day school
program. Patients are kept on a vigorous routine of groups and
activities in a highly structured atmosphere.
The program works on a point system, a form of behavioral
reinforcement by which patients are rewarded for cooperation with staff
and compliance with the rules. By acquiring points, the patient moves
through various levels of privileges and responsibilities.
Additionally each patient has an individual treatment plan based on
his reasons for admission and the issues which emerge during treatment.
Each patient has specific assignments and behavioral goals.
Ideally the patient is not discharged until he has: obtained a
certain level of privileges by complying with rules and completing
assignments; shown improvement in his significant treatment issues as
indicated by improved behavior; shown some insight into his problems and
verbalized this in groups; had several satisfactory home visits with
parents; remained drug and alcohol free as indicated by clear urine
screens; and achieved a degree of reconciliation with his family. The
treatment program is designed to last from 6 to 12 weeks; 10 weeks is the
average stay. A period of 30 days is considered the minimum for
significant benefit from treatment to occur.
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Each patient works out an aftercare plan with his treatment
coordinator before returning home. It is expected that each patient will
attend the aftercare group for at least 10 sessions following discharge
from the program.
The aftercare group is held each Wednesday evening in a large
classroom on the third floor of the hospital. The group is led by the
educational coordinator of the adolescent program, and another staff
member. Occasionally outside speakers come to give talks on various
subjects. The group is informal, but a certain level of decorum and
cooperation is required of each member.
The group might be an open forum discussing different issues
relevant to teenagers, or it may focus on a particular individual who is
having trouble that week. Values that are encouraged include honest
disclosure of feelings, mutual support, willingness to confront one
another, and the development of problem-solving strategies. The group
provides contact with positive adults and with peers who are striving to
maintain sobriety and positive behavior.
C. Sampling
The entire population of adolescents who were discharged from the
CAC between November 1987 and May 1989 were asked to participate in this
study. This is a fairly homogeneous group. The overwhelming majority of
patients are white, middle class teenagers from the metro Atlanta area.
Most of the adolescents come from the four counties surrounding the
hospital: Douglas, Cobb, Carroll and Paulding.
The mean age of the patients at the time of admission is 15.3 years.
The average I.Q. is in the low average range (85 to 100). There were 84
females admitted during this period, and 76 males.
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All of the patients in the study were admitted with a primary
diagnosis of depression. The males were somewhat more likely to be
admitted for substance abuse and acting out behavior. The females were
somewhat more likely to be admitted for suicide gestures and depression.
D. Data Collection
A mailed questionnaire has been used as the data collection
instrument in this study. There are three parts to the questionnaire.
The first section asks for demographic information to establish the
characteristics of the sample. This part also contains questions about
improvements related to treatment and about attendance at aftercare group
and other treatment follow-up.
The second section is a modified version of the Confidential
Information Questionnaire developed by Loyd Johnson (1974). This
instrument was created specifically for use with high school age
subjects, and has been shown to have good reliability and validity
comparable to similar standardized tests. The 21-item deviant behavior
scale has been shortened to reflect the kind of behaviors more typicaal
of the actual population of the CAC. The questionnaire uses a Likert
type scale to measure the number of times the respondent has been
involved with different behaviors considered to be deviant. The third
section is made up of 10 questions from the Hudson Generalized
Contentment Scale (Hudson, 1974). This instrument has also been tested
extensively for validity and reliability and has been used successfully
with adolescents. This test also uses a Likert type scale to measure
frequency of self-deprecating thoughts and other indications of
depression and self-concept.
This questionnaire has been pretested with a small group of
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adolescents who are currently attending aftercare group, to determine
face validity and whether the language and concepts contained in the
questions can be understood by adolescents on this level. Minor changes
were made in the wording of the questionnaire as a result of this.
E. Data Analysis
The SPSSX batch system was used for the analysis of the data. A two
tailed independent T-test with a .05 level of significance was used to
test the difference in means between the two groups of adolescents, in
terms of deviancy and depression. Descriptive statistics such as
percentages, frequencies and standard deviation were also used to compare
the groups. Analysis of variance and chi-square analysis were used to
compare the responses of the two groups on selected variables.
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CHAPTER IV - PRESENTATION OF RESULTS
The following chapter is an analysis of the collected data,
organized in the form of tables. The demographic information includes
the age, sex, length of treatment, reasons for admission to treatment,
and information about attendance at groups, and school performance, for
each respondant. These variables are compared according to frequency and
percent of occurrence among the two groups. Chi-square analysis and
analysis of variance were used to check the significance of certain
findings with selected variables.
The main variables of deviant behavior and degree of depression
since discharge from CAC program were subjected to a two tailed T-test
analysis. No significant difference was found between the two groups in
terms of these variables. For convenience in the rest of this chapter,
the group representing those individuals who attended more than 10
aftercare groups will be referred to simply as Group 1. The group of
individuals who attended less than 10 groups will be called Group 2.
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Table 1 - Frequency and percentage of responses to demographic scale of
former patients in the HCA Parkway Adolescent Program (n = 30)
Variable Frequency Percent
Length of Stay
4 to 6 weeks 8 26.7
7 to 9 weeks 14 46.7
10 to 12 weeks 2 6.7
13 to 15 weeks 2 6.7
13 to 15 weeks 2 6.7
More than 15 weeks 4 13.3
Age
12 to 13 1 3.3
14 to 15 8 26.7
16 to 17 16 53.3
18 to 19 5 16.7
Sex
M 8 26.7
F 22 73.3
Presenting Problems
Depression 14 46.7
Substance abuse 12 40.0
Suicide attempt 8 26.7
Family problems 14 46.7
Other 11 36.7
Treatment Assessment
Helped a lot 21 70.0
Helped a little 8 26.7
Made no difference 0 0.0
Made things worse 1 3.3
A.A. Attendance
Never 12 40.0
Less than once per month 2 6.7
One to three times per month 7 23.3
Once a week or more 9 30.0
Used drugs and/or alcohol
Yes 25 83.3
No 5 16.7
Therapy Sessions
None 13 43.3
Less than 10 12 40.0
More than 10 5 16.7
School Grades
Improved a lot 10 33.3
Improved some 12 40.0
Stayed the same 3 10.0
No longer in school 5 16.7
Table 1 presents demographic data and information about reasons for
admission and type of aftercare among former patients of an adolescent
treatment program.
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Table 2 - Chi-Square Analysis of Group 1 and Group 2 for the variable,
"Family Problems as the Reason for Admission" (n = 30)
Group 1 Group 2
Family Problems
10 4 14
YES 71.4 28.6 46.7
75.9 23.5
3 13 16
NO 13.8 81.3 53.3
23.1 76.5
Column 13 17 30
Total 43.3 56.7 100.0
Chi-Square D.F. Significance Min E.F. Cells with E.F.< 5
6.42918 1 0.0112 6.067 None
8.43811 1 0.0087
The Chi-Square Analysis in the above tables shows a significant
number of respondents in Group 1 answering yes to the question about
family problems, compared to the expected frequency. There is a
significant difference between groups in terms of family problems.
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Table 3 - Comparison by mean and standard deviation of responses from the
questionnaire in relation to deviant
(n = 30)
behavior■ since discharge
Standard
Item Mean Deviation
1. Gotten into a serious fight in school Grp 1 4.38 0.77
or at work Grp 2 4.58 1.00
2. Skipped school without permission Grp 1 4.15 1.46
Grp 2 4.41 1.37
3. Argued or had a fight with either of Grp 1 1.46 0.88
your parents Grp 2 2.94 1.40
4. Run away from home Grp 1 5.00 0.00
Grp 2 4.70 0.98
5. Gotten into trouble with police because Grp 1 4.76 0.44
of something you did Grp 2 4.88 0.33
6. Used marijuana or taken illegal drugs Grp 1 4.00 1.58
such as cocaine, LSD, speed, etc. Grp 2 4.41 1.37
7. Drank beer or liquor without parents' Grp 1 3.61 1.70
permission Grp 2 4.41 1.32
8. Sneaked out at night or stayed out past Grp 1 3.53 1.39
curfew Grp 2 4.11 1.36
9. Been suspended or expelled from school Grp 1 4.92 0.27
Grp 2 4.76 0.66
10. Attempted to hurt or kill yourself Grp 1 4.30 1.10
Grp 2 4.64 0.78
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Table 4 - Comparison by mean and standard deviation of responses of Group
1 and Group 2 to the generalized contentment scale (n = 30)
Item Mean
Standard
Deviation
1. I feel powerless to do anything about
my life
Grp 1
Grp 2
2.00
1.58
1.35
1.06
2. I have crying spells Grp 1
Grp 2
2.84
1.82
1.67
1.07
3. I do not sleep well at night Grp 1
Grp 2
2.92
2.23
2.01
1.39
4. When things get tough, I feel there is
always someone I can turn to
Grp 1
Grp 2
2.61
2.00
1.70
1.45
5. I have thoughts about killing myself Grp 1
Grp 2
2.23
1.11
1.78
0.48
6. I feel that the future looks bright for
me
Grp 1
Grp 2
2.61
1.88
1.44
1.21
7. I feel that I am needed Grp 1
Grp 2
2.38
2.35
1.60
1.49
8. I feel that others would be better off
without me
Grp 1
Grp 2
1.84
1.94
1.51
1.24
9. I feel that people really care about me Grp 1
Grp 2
2.61
2.05
1.66
1.19
10. I feel that my situation is hopeless Grp 1
Grp 2
2.15
1.52
1.51
1.17
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Table 5 - Analysis of variance comparing Group 1 and Group 2 in terms of
the variable of suicidal ideation.
Sum Mean Std Dev Sum of Sq N
Group 1 29.00 2.23 1.79 38.31 13
Group 2 19.00 1.12 0.49 3.76 17
Within groups
total 48.00 1.50 1.26 42.07 30
Sum of Mean
Source Squares D.F. Square F Sig.
Between groups 9.13 1 9.13 6.07 .02
Within groups 42.07 28 1.50
ETA = .42 ETA Squared = .18
The analysis of variance in suicidal ideation is based on question 5
on the generalized self contentment scale; "I have thoughts of killing
myself." The results of the analysis of variance (F = 6.07) (sig = .02)
indicate a significant difference in suicidal ideation between the two
groups.
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Table 6 - T-test analysis of the deviant behavior scale for two groups of
adolescent patients. Group 1 attended more than 10 aftercare
groups. Group 2 attended less than 10 groups.
DEVIANT BEHAVIOR SINCE DISCHARGE
Group
Number of
Cases Mean
Standard
Deviation T-Value Df Prob.
1 13 19.85 8.61
1.13 27.03 0.27^
2 17 18.53 10.79
*P < .05
Ho; Attendance at aftercare groups will make no difference in the degree
of deviant behavior among former adolescent patients.
Based on the results of the T-test analysis as seen in Table 6 (T =
1.13, DF = 27.08, two tailed prob. 0.27, P < .05), no significant
difference in deviant behavior was found between the groups, and we
retain the null hypothesis.
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Table 7 - T-test analysis of the of the degree of depression in two
groups of former adolescent patients. Group 1 attended more
than 10 aftercare groups. Group 2 attended less than 10.
DEPRESSION SINCE DISCHARGE
Group
Number of
Cases Mean
Standard
Deviation T-Value Df Prob.
1 13 24.23 15.47
1 13 20.47 0.27*
2 17 16.12 9.41
*P < .05
Ho; Attendance at aftercare groups will make no difference in the level
of depression among former adolescent patients.
Based on the results of the T-test analysis as seen in Table 7 (T =
1.13, DF = 20.47, two tailed prob. 0.27, P < .05), no significant
difference was found between the groups, and we retain the null
hypothesis.
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CHAPTER V - SUMMARY AND CONCLUSIONS
A. Summary
Questionnaires were sent to 160 former patients of the HCA Parkway
Adolescent Program. 32 questionnaires were completed and sent back for a
20% return rate. This was somewhat lower than the 30% to 40% return rate
usual in similar studies (Klinge et al., 1986). However, that return
rate is ordinarily based on several follow-up mailings and phone contacts
which were not feasible in this study. Considering the mobility of this
population (many former patients had since moved) and the difficulties
inherent in motivating adolescents to fill out questionnaires, this
appears to be a reasonable response.
Out of these 32 questionnaires, 2 were rejected because they were
improperly filled out. Of the remaining 30 questionnaires, 13 were
received from former patients who had attended 10 or more aftercare
groups and 17 were received from those who had attended less than 10
aftercare groups. The purpose of the study was to determine if there was
a significant difference between these two groups in terms of their
levels of deviant behavior and depression since discharge from the HCA
Parkway Adolescent Program.
The questionnaires were designed to collect relevant demographic
data and infer information about involvement in aftercare. Two
standardized measures, the deviancy scale from the Johnson Confidential
Information Questionnaire (1974) and the Hudson Generalized Contentment
Scale (Hudson, 1974) were used in modified form to measure deviant
behavior and depression level in these two groups.
Responses from the two groups were compared in terms of means and
standard deviation, and analysis of variance was applied to certain
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variables. Demographic variables are listed according to frequency and
percentage with a chi-square analysis of certain variables.
A two tailed T-test was used to compare the two groups in terms of
the main variables of deviant behavior and depression. No significant
difference was found between Group 1 (those who attended 10 or more
aftercare groups) and Group 2 (those who attended less than 10 aftercare
groups) in terms of either deviant behavior or level of depression. For
this reason it was necessary to retain both of the null hypotheses.
The following is a summary of the specific data collected in the
study with some attempt to interpret the significance and implication of
the findings.
Length of treatment was the first variable to be considered. The
program is designed to last from 6 to 12 weeks with the average patient
staying between 9 and 10 weeks. In this study the largest number of
respondents (46%) completed 6 to 9 weeks of treatment. However, length
of stay in treatment tended to be significantly longer for individuals in
Group 1. Over half of the adolescents in Group 1 spent more than 10
weeks in treatment compared to only 1 former patient in Group 2 who was
in treatment more than 10 weeks. This apparent relationship between
longer term inpatient treatment and subsequent attendance at aftercare
could have a number of explanations. A longer treatment may indicate
more serious problems with an obvious need for follow-up treatment. It
may also indicate greater parental commitment to treatment since parents
may withdraw their children from the program at any point. It would
follow that parents committed to completion of treatment would be likely
to support and encourage attendance at aftercare. Another possibility is
that the longer treatment stay allows time for the development of strong
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relationships with peers which continue in aftercare.
The majority of respondents (53.3%) fell into the 16 to 17 year old
range in terms of age. 92.3% of the adolescents in Group 1 were over 16
years old as opposed to 53% of Group 2 in this age range. The fact that
the older group attended more aftercare sessions may indicate a greater
maturity and self-motivation. On a practical level it may only mean that
more teenagers in Group 1 are able to drive a car and are not dependent
on others for a ride to aftercare group.
Female respondants to the questionnaire outnumber males almost three
to one, with 8 males and 22 females responding. This is a much higher
ratio than is formed in the entire population of 86 females and 75 males.
The attendance rolls from past aftercare groups reveal that females are
commonly over-represented. The reasons for this imbalance are not
entirely clear. In general adolescent females have been found to be more
compliant and responsive in treatment than males (Thompson and Dodder,
1986). Also female adolescents are more likely to present with
depression and depressive symptoms which tend to respond well to
treatment (Mitchell et al., 1988). Female adolescents are generally more
verbal and socially adept than their male peers which would tend to make
them more comfortable in groups.
Individuals were asked to state the main reasons for their admission
to the hospital. 46.7% of the respondants listed depression as a reason
for admission, which is interesting considering every one of them had
been diagnosed as depressed. 40% reported substance abuse and 26.7% gave
suicide attempt as major reasons for hospitalization. 46.7% reported
family problems as one of the main reasons for admission, with 36.7%
giving other reasons such as running away, problems with the law, and
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truancy.
A significantly greater number of subjects in Group 1 reported
family problems as a major reason for admission compared with Group 2.
This may indicate something about the need of adolescents vdth
dysfunctional or chaotic families to relate to a supportive group and to
have some positive relationships with adults.
In response to a question about how they would rate their treatment
at HCA Parkway, an overwhelming majority (96.7%) of respondants stated
that treatment had helped them. 70% indicated that treatment had helped
them a lot, and 26.7% said that it helped somewhat. While other studies
have shown a generally good level of patient satisfaction with treatment
(Loft, Trigg and Cassels, 1985), this is an exceptionally high rating and
may reflect the desire of some of the former patients to please the
interviewer.
Alcoholics Anonymous and similar groups were attended at least
occasionally by 60% of the respondants. 51.6% of the individuals in
Group 1 and 47% of Group 2 claim to attend with some regularity.
When asked if they had used drugs and alcohol prior to admission to
treatment, 83.3% of the former patients responded in the affirmative. It
is notable that only 40% of this same group listed substance abuse as a
reason for admission. This suggests that some adolescents do not see
drug and alcohol use as a problem in and of itself and that as Eskilson
(1986) suggests, it may be a "normative" part of adolescence today.
Individual and family therapy sessions were attended by 56.7% of the
respondants. Attendance by Group 1 was somewhat higher with 61.6% of
Group 1 and 51% of Group 2 attending therapy sessions. This is
consistent with the fact that Group 1 also attended more aftercare and
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A.A. groups.
73.3% of the total respondants reported an improvement in school
grades. No individual in either group reported a decline in grades and
only 3 persons said that there was no change in their grades. There were
5 individuals reporting that they were no longer enrolled in school. The
marked improvement in school performance among both groups may be due to
a number of factors. Substance abuse and depression have been found to
adversely affect school performance, and treatment was seen to have
improved both these conditions. No doubt these individuals also
benefitted from the intensive educational remediation which was part of
their treatment at Parkway.
In addition to providing the above information, each former patient
was asked to respond to 10 questions pertaining to deviant behavior and
10 questions related to depression. There was some expectation that
there would be a difference between the groups in terms of these two main
variables. The T-test analysis of these two measures did not reveal any
significant difference between the groups in terms of deviant behavior or
depression, and the null hypothesis in both cases was retained. In
actual fact both the mean level of deviant behavior and the mean level of
depression were slightly higher for the group that attended more
aftercare groups.
Both groups actually presented with a very moderate level of deviant
behavior and depression. The only item in which either group showed a
high incidence of deviant behavior (5 or more times) was on question 3 of
the deviancy scale. This was a question about having fights or arguments
with either parent, and it should not be considered unusual at this stage
of adolescent development to frequently argue. However it is worth
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noting that Group 1 had significantly more fights with parents than Group
2. This is consistent with Group 1 previously reporting family problems
as a major reason for admission more often than Group 2.
There were only two items on the Hudson Generalized Contentment
Scale for which a significant difference between the two groups was
revealed by analysis of variance. Question number 2 asked about
frequency of crying spells. The level of significance was marginal for
question number 2, but suggested more frequent crying spells for Group 1.
There was a significant difference between the groups in item number 5,
with Group 1 indicating more frequent suicidal ideation.
B. Conclusions
This study was designed to measure the effect of aftercare
attendance on the amount of deviant behavior and the level of depression
found in adolescents who have received treatment in the HCA Parkway
Comprehensive Adolescent Center Program. T-Test analysis of the data
revealed no significant difference between the groups in terms of these
two variables, and the null hypothesis for both variables was retained.
The two groups had very similar characteristics although there is
some evidence that the respondents in Group 1 may have had more severe
problems in the area of family problems and suicidal ideation.
Individuals in Group 1 tended to have had a longer treatment stay,
and were more likely to attend other types of aftercare treatment such as
A.A. groups and outpatient therapy. It is possible that completion of
the full term of treatment with regular attendance at a variety of post¬
treatment aftercare groups indicates a strong commitment in general to
the treatment process, with corresponding positive treatment results. It
has been suggested by Gilbert (1986) that attendance at aftercare is not
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so much the cause of continuing maintenance of treatment gains, as it is
the effect of positive treatment outcome. In other words, people don't
feel better from attending aftercare, so much as they attend aftercare
because they feel better. To an extent the results of the present study
support this idea.
One of the difficulties which led to inconclusive results in this
study was the lack of a more thoroughly representative sample of the
total population. The typical respondant in this study was a 16 or 17
year old female who had been hospitalized for several weeks due to a
combination of depression and family problems, complicated by some drug
and alcohol use. The majority of those who responded reported very
positive treatment results, backed up by reports of near abstinence from
drugs and alcohol, improved school grades, and measurably low levels of
deviant behavior and depression. The majority of respondants have
participated in some form of aftercare treatment. Even in the group that
attended less than 10 aftercare groups, only 2 individuals reported no
attendance at all.
While there are indeed many patients who go through the Adolescent
Treatment Program at HCA Parkway who more or less fit the above
description and who appear to benefit greatly from treatment, there are
important segments of the population missing from this sample. A very
different picture may have emerged if the sample had included more of the
former patients who, for whatever reason, never attended any aftercare
groups. Notably missing from the sample are more of the males,
especially those with serious substance abuse and conduct problems. As
Loff et al. (1985) suggest, every effort needs to be made to get an
accurate picture of the non-respondants. Program evaluations can easily
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be skewed by failure to include the negative response of those with
unsuccessful treatment outcomes.
It was difficult to see aftercare as a distinctly defined,
independent variable with certain measurable effects in this study. If
anything, aftercare attendance appears to be part and parcel of an
overall involvement in the treatment process. Apparently the type of
individual who has this kind of involvement made up most of the sample
that responded to the questionnaire.
The slight differences that were found between these two groups may
be coincidental or they may point to worthwhile subjects for research.
For example, the fact that the group who attended more aftercare groups
also showed a higher incidence of family problems and fighting with
parents, may say something about the need for adolescents with
dysfunctional families to find a group of supportive peers and adults to
relate to. Likewise the higher incidence of suicidal ideation among the
same group may indicate something about the importance of support groups
for suicide prevention among adolescents.
C. Limitations of the Study
There were a number of inherent limitations in this study. First of
all, the instrument used to collect data was a mailed questionnaire. For
the sake of privacy and confidentiality, the hospital would not permit
phone interviews or other direct contact with the former patients. This
made it difficult to control the number and type of respondants.
Furthermore, financial limitations would not allow for more than one
mailing. Consequently the sample was somewhat small and probably over¬
represented the more responsible and motivated type individual.
Another limitation involved with any study of this type is the
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uncertain accuracy of information obtained solely by self-report. Some
authors have suggested that collateral reports from parents or other
relatives are needed for the sake of accuracy (Fuller, 1988).
A third limitation was the lack of access to hospital charts or
other records to obtain a baseline. The data gathered by the
questionnaire does not give a real, objective sense of the patient's
condition before, during or immediately after inpatient treatment.
Another possible limitation was interviewer bias, since the
researcher had experienced a close relationship with many of the
respondents. In some cases the very positive responses may have been an
effort to impress or please the researcher.
Finally, the questionnaire had to be shortened to accommodate the
educational level and attention span of the respondents. While this made
the instrument somewhat less powerful, it was deemed necessary to ensure
a greater return rate.
D. Suggested Research Directions
In order to do a truly scientific study of adolescent treatment
effects, a pretest at the time of admission to treatment should be done
with each patient. The same test should be administered at the time of
discharge, and again at several intervals in the year following
treatment.
Comparisons between inpatient programs, between inpatient and
outpatient programs, and between treated and untreated groups with
similar characteristics should be undertaken. This would require a high
degree of cooperation between agencies and a willingness to benefit from
the successful strategies of other programs. Special attention should be
given to the etiology, prevention, and treatment of adolescent substance
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abuse, an area in which precious resources are often wasted for lack of
knowledge.
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CHAPTER VI - IMPLICATIONS FOR SOCIAL WORK PRACTICE
The problems that adolescents face in today's society are manifold,
complex, and in many cases life threatening. Treatment for these
problems, on the other hand, is often very expensive, available only to
the wealthy or well insured, and of uncertain effectiveness. As
insurance becomes increasingly expensive and insurance companies continue
to cut back on benefits, less and less people will be able to afford
treatment at private residential treatment facilities.
There are not many alternatives available to private treatment.
State hospitals tend to be overcrowded and understaffed. Medicaid will
only pay for very short term emergency hospitalization, and outpatient
treatment at community mental health centers is often inadequate.
At the same time, substance abuse has become almost the norm for
adolescents, with 25% of high school seniors reporting daily use
(Moskovitz and Jones, 1988). Suicide is now the second leading cause of
death among adolescents. And there is increasing alarm over the extent
and the level of violence among adolescent delinquents.
The pendulum of public opinion appears to be swinging away from the
more permissive attitudes of the recent past towards adolescent deviant
behavior. Because of recent notorious acts perpetrated by adolescents,
there has been a public outcry for more punitive measures directed toward
delinquent teenagers. In fact a recent Supreme Court ruling states that
under certain circumstances, the death penalty is appropriate for minors.
The trend seems to be going away from seeking out underlying
psychological causes for deviant adolescent behavior. Rather there
appears to be a movement towards criminalization of adolescent delinquent
acts. This is partly out of fear and frustration on the part of the
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public, but also because the effectiveness of psychological treatment
modes for adolescents has not been conclusively proven. It is the
responsibility of social workers and other professionals to advocate for
adolescent treatment, become proficient in applying it, and prove its
effectiveness through research. Otherwise there will be a reversion to
reform schools, youth detention centers, and other punitive measures for
troubled and troublesome adolescents.
A. Recommendations
Based on the findings of this study, the following are recommended
as important fields of involvement for social workers:
1. Research
a. There are programs which are successful in treating adolescents
for problems such as depression, substance abuse, and behavioral
problems. It has been stated by a number of authors that research in the
area of adolescent treatment is very insufficient at the present time.
Social workers need to find out what programs or what program elements
are effective, without bias towards a particular approach.
b. More research needs to be done in the area of adolescent
substance abuse. Adolescents have characteristics unique to this
developmental stage, and adolescent treatment modalities will not
necessarily work with them.
c. Small scale experimental programs are necessary to develop
effective treatment approaches for different populations including racial
and ethnic minorities. Techniques developed with middle class white
youngsters will not necessarily work for everyone.
2. Advocacy
a. Social workers should strive in every way possible to make
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quality treatment available to all adolescents who need it.
b. Social workers should advocate for more funding of government
funded or subsidized, specialized adolescent treatment facilities, and be
willing to work in and administer such programs.
c. Social workers need to advocate for juvenile offenders to keep
them out of the criminal justice system and work towards their
rehabilitation.
3. Family Practice
Social workers must cease looking at the family primarily as a
source of pathology, and begin to incorporate the family as an integral
element in the treatment of the substance abusing or delinquent youth.
4. School
a. The school social worker is often in the best position to detect
early signs of serious adolescent problems, and must be well versed in
assessment and intervention techniques.
b. Many school social workers are needed now, and they should be
well versed in the etiology and symptoms of substance abuse, depression,
and family dysfunction.
c. School social workers can help schools develop educational
programs and onsite support groups for an array of teenage problems.
5. Program Development
a. There is a great need for progreuns which utilize the knowledge
and techniques developed in residential treatment, without costing a
great deal of money.
b. Outpatient groups like the HCA Parkway aftercare group could be
developed to provide continuing therapy, education and support to
patients who could not afford long-term inpatient treatment.
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6. Education
It is important not only for social workers themselyes to keep
abreast of knowledge and developments in adolescent psychology and
treatment, but to become educators of teachers, police, judges, clergy,
and other public officials.
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May 30, 1989
Dear
We are seeking the assistance of former patients in the
Comprehensive Adolescent Program at HCA Parkway Medical Center.
Please fill out the enclosed questionnaire as honestly and
accurately as possible; this will only take 5 or 10 minutes to
complete.
There is no need for you to put your name on the
questionnaire. The information which you provide us will be
completely confidential, and will help us improve our services to
other adolescents.
For your convenience, we have enclosed a self-addressed,
stamped envelope. Simply fill out the questionnaire, put it in
the envelope and drop it in the mailbox. All the questionnaires
need to be in by June 14.
Thank you for your help. We always enjoy hearing from our
former patients, and we value your insights and opinions.
Sincerely
Tom Alessandroni
TA/ac
1000 Thornton Road
PO. Box 570
Lithia Springs, Georgia 30057
Telephone (404) 944-4141
An affiliate of Hospital Corporation of Amenca
HCA Parkway Medical Center
Comprehensive Adolescent Center Study
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Since you have recently been through our adolescent program at HCA
Parkway, we are eager to know how you are doing and whether the service you
received from the program was helpful or not. Your opinions are important to
us. Please fill out all of the following questions;
1. Date you were discharged from Parkway CAC:
2. Length of stay at Parkway (in weeks):
3. Date of birth; 4. Sex; 5. Race:6.Main reason(s) for admission to the program:
7. How would you rate your treatment at Parkway in terms of your overall
problems? Helped a lot Helped a little
Made no difference Made things worse
8. Did you (or do you) attend Parkway aftercare group on a regular basis?
9. How many aftercare groups have you attended?
None Less than 10 More than 10
10. How often do you attend other self-help groups (AA, NA, Alateen, etc.)?
Never Less than once a month 1-3 times per month
Once a week or more
11. Did you use drugs and alcohol prior to your admission to Parkway?
12. How many individual or family counseling sessions have you attended since
leaving Parkway? None Less than 10 More than 10
13. What are the reasons for your attendance at aftercare? (Check one or more.)
a. I go because I feel it helps me.
b. My parents make me go.
c. It is part of my probation.
d. It's a chance to socialize with friends.
14. Since your return home from Parkway, how have your grades changed?
a. Improved a lot
b. Improved some
c. Stayed the same as before
d. Gotten worse
15. What is your grade average in school?
a. A+ — A— d. D+ — D—
b. B+ - B- e. F
c. C+ — C—
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Since your discharge from Parkway, how often have you
done this?
(CHECK ONE BOX ON EACH LINE.)
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(1) (2) (3) (4) (5)
1. Gotten into a serious fight in school or at work
2. Skipped school without permission
3. Argued or had a fight with either of your parents ....
4. Run away from home
5. Gotten into trouble with police because of something
you did
6. Used marijuana or taken illegal drugs such as
cocaine, L.S.D., speed, etc
7. Drank beer or liquor without parents' permission
8. Sneaked out at night or stayed out past curfew
9. Been suspended or expelled from school10.Attempted to kill or seriously hurt yourself
*******•#***•****««■
The following questions are designed to measure the degree of contentment that
you feel about your life and sourroundings. It is not a test, so there are no
right or wrong answers. Answer each item as carefully and accurately as you
can by placing a number beside each one as follows:
1 Rarely or none of the time
2 A little of the time
3 Some of the time
4 Good part of the time
5 Most or all of the time
1. I feel powerless to do anything about my life
2. I have crying spells
3. I do not sleep well at night
4. When things get tough, I feel there is always someone
I can turn to
5. I feel that the future looks bright for me
6. I feel that I am needed
7. I feel that I am appreciated by others
8. I feel that others would be better off without me
9. I feel that people really care about me10.I feel that my situation is hopeless
